Two experiments measured the cardiovascular responses of fourth-and fifth-grade boys to tasks that were relevant to Type A characteristics. Boys were classified as Type A or Type B by the Adolescent Structured Interview (ASI) and Matthews Youth Test for Health (MYTH). Results showed that ASI and MYTH assessments were significantly and moderately correlateda finding similar to the association among Type A measures in adulthood. During the competition induced by Experiment 1 tasks, ASI Type As showed greater elevations in heart rate than did Type Bs. During the second game of this experiment, the more extreme the Type A behavior, the greater the elevation in systolic and diastolic blood pressure. In contrast, MYTH Type As exhibited enhanced systolic blood pressure in response to the difficult, frustrating, and slow-paced tasks presented in Experiment 2 They also increased in heart rate with increasing exposure to the tasks. These results resemble the findings from the adult Type A psychophysiologic studies and suggest that the cardiovascular responses associated with the Type A pattern may begin in childhood.
Despite some notable exceptions, a majority of published psychophysiologic studies indicate that Type A (coronaryprone) adults show greater reactivity in blood pressure, heart rate, and plasma catecholamines than do Type B adults. These A/B differences emerge during challenging circumstances that are relevant to Type A characteristics (1) (2) (3) . In children, Type A behaviors can be observed reliably and are related to the same behavioral correlates reported in adult studies. For example, both Type A children and adults make active efforts to exert control when threatened with the possibility of failure (4, 5) , ignore fatigue while performing a strenuous task (6, 7) , and have high standards for their performance (8, 9) . It is not yet clear, however, that Type A children show the physiologic responses associated with Pattern A reported in adult studies.
In this regard, Lawler and co-workers (10) found that Type A sixth-graders classified by the Bortner Test Battery tended to have higher resting and task-induced systolic blood pressure responses than did Type Bs. Type As also showed significantly higher heart rates during the first minute of one of two tasks and greater variation in baseline measures of heart rate. In the same study, a set of teacher's ratings of children's Type A behaviors displayed in the classroom (called the Matthews Youth Test for Health or MYTH [11] ) was related significantly to task-induced systolic blood pressure and heart rate responses among girls, but not among boys. In addition, Type A boys and Type B girls had higher resting heart rate levels than Type B boys and Type A girls, respectively. In another study by Siegel et al. (12) , the Type A Structured Interview adapted for adolescents, hereafter called the ASI (13) , was related to peak systolic blood pressure and its variability among junior and senior high school students. However, the ASI was unrelated in this sample to diastolic blood pressure variability, which has been reported to characterize Type A adults (14) . In the most recent study, Lundberg (15) showed that MYTH Type As had greater task-induced systolic blood pressure than did Type Bs among 15 3-to 6-year-old Swedish boys.
The present two experiments were undertaken to assess the cardiovascular responses of elementary school-aged children who characteristically exhibit Type A and Type B behaviors. Children performed a series of challenging tasks that were age-and sex-appropriate and relevant to Type A characteristics, more specifically, to competitive, difficult, frustrating, and slow-paced conditions. Subjects were fourth-and fifth-graders, boys only, because the vast majority of subjects in the adult Type A studies are men (3) and being male is a risk factor for coronary heart disease.
A secondary purpose of the research was to examine the association of children's Type classification by the ASI and the MYTH. The Type A Structured interview for adults, on which the ASI is based, is the preferred method of assessment in adulthood. Thus, it would be instructive to explore the feasibility of an interview technique for Type classification in a young population and to identify the association between Type A behaviors exhibited during the interview and those displayed in the classroom.
METHOD

Participants
In Experiment 1, participants were 34 fifth-grade boys enrolled in a longitudinal study of children's Type A behaviors. Children were predominantly from the upper middle class as determined by the Hollingshead Two-Factor Index of Social Position and all were white. Their age averaged 10.3 years and ranged from 9 years, 11 months, to 12 years, 1 month.
In Experiment 2, subjects were 30 fourth-grade boys enrolled in the same longitudinal study. Their age averaged 9.7 years and ranged from 9 years, 3 months, to 10 years, 11 months
Measurement of Type A Behavior
Type A behavior was measured by the ASI (12) and the MYTH (11) . The ASI, similar to the adult Type A interview, contains approximately 25 questions about the subject's characteristic way of responding to a variety of situations that should elicit Type A behavior in the susceptible individual (e.g., having to wait in long lines or to work with a slow partner). In the adult interview, the subject is deliberately challenged by the interviewer to elicit speech stylistics indicative of behavior pattern A, e.g., rapid speech, frequent interruptions of the interviewer. In contrast, the ASI is not delivered in a challenging manner because in pilot testing virtually all adolescents withdrew from any strong challenge. Nonetheless, assessment of Type A behavior in children is based on the same criteria as in adults, e.g., content of response and, to a greater extent, the behaviors and speech stylistics observed during the interview itself; however, less Type A behavior is necessary for a child than for an adult to be classified as Type A. Children are placed into one of four categories: extreme Type Al, moderate Type A2, an indeterminant Type X, and Type B. Available data indicate that the ASI can be reliably scored and is related to appropriate self-reported indices of Type A behaviors (16) .
In Experiment 1, the ASI was conducted by an interviewer (K. M.) trained in SI administration and scoring and certified by Rosenman and associates. The interview was administered approximately one month after the experiment was conducted and was tape recorded for later evaluation by K. M. 1 In Experiment 2, the ASI was conducted immediately after the experimental procedures by a male interviewer trained by K M., and it was tape recorded for later evaluation by K. M. Fifteen interviews of subjects in Experiment 2 were independently evaluated by J. R. J. Classifications of 14 of the 15 subjects as Type A, X, or B by J. R. J. were identical to the classifications by K.M. Thus, it appears that Type ratings of children can be made reliably. For analyses requiring a nominal distribution of subjects, such as the categorization of the SI for adults (3, 17) , extreme and mild Type A assessments were considered to be Type A; Type X and Type B assessments were considered to be Type B.
The MYTH contains 17 statements describing children's Type A behaviors, e.g , "gets irritated easily, does things in a hurry." Teachers rate how characteristic each statement is of a child's behavior using a scale from 1 (extremely uncharacteristic) to 5 (extremely characteristic). Available data indicate that the MYTH is a reliable instrument and is related to Type A behaviors measured in laboratory experiments (7, 11) .
The MYTH had been completed by the children's classroom teacher at the beginning of the school term (approximately 6 months before experimental procedures for both studies). For analyses requiring a nominal distribution of subjects, such as the categorization of the adult continuous measure of Type A behavior (4, 18) , children were grouped according to whether their MYTH score was in the upper (> 58), middle (48 to 58), or lower (< 48) third of the distribution of scores of all available boys (n = 88) from the fourth and sixth grades enrolled in a longitudinal study of children's Type A behavior.
Measurement of Blood Pressure, Heart Rate, and Pulse Transit Time Blood pressure was recorded using a standard occluding pediatric cuff in conjunction with a Gulf + Western SD-600 sphygmomanometer. This sphygmomanometer had an automatic deflation device that could be preadjusted for the high heart rate typical of children. Blood pressure measures were obtained from the child's nondominant arm. To detect heart rate, electrodes were placed on the sternum and left edge of the chest, with a ground on the right side of the stomach. A Tandberg Instruments Recorder Model 1000 recorded the electrocardiogram, which was later transformed by a MINC computer into interbeat intervals. A reflective optical transducer was placed on the left earlobe to signal arrival of the foot of the pulse wave (19) . 2 The interval between the R-wave of the heart beat and pulse arrival constituted pulse transit time, considered by some to be a beat-by-beat index of blood pressure (20) .
Procedures
Experiments 1 and 2 were conducted in a classroom at the participant's school during the school day. Upon arrival to either experiment, children were greeted by a male experimenter, who gave an overview of the experimental procedures and asked them if they would like to participate. All children agreed to participate and signed a consent form; their parents had given their permission previously. The children were then fitted with electrodes and a blood pressure cuff and were asked to listen to tape recorded restful music. After a brief adaptation period, baseline measures were recorded. When two systolic blood pressure measures were within 5 mmHg of each other, the music was stopped and the baseline period ended. The baseline period lasted between 7 and 10 min. Experiment 3. In Experiment 1, children played two versions of an individual computer game called handball, which tested their speed and accuracy and was designed to elicit the competitiveness of the Type A pattern. They were to return a video ball using a video paddle that they controlled via a knob placed in front of them. During the first version of the game, hereafter called Task 1, they were required to keep the ball in play for three minutes with as few misses as possible. Remaining time and number of misses were continuously displayed on the monitor directly 'One child had moved out of the school district within one month of the experimental procedures. Therefore he was unavailable for ASI administration and his data were excluded from analyses by the ASI Type A measure. 2 Heart rate and pulse transit time data for one child were missing because of a tape recorder malfunction.
above the game. The children played the game in this manner three times. Blood pressure was measured during the game at the end of the first and second minutes.
During the second version of the game, hereafter called Task 2, they played the same handball game but this time they played against an opponent, the computer. They scored one point every time they succeeded in returning the ball twice in a row; the computer scored one point every time they failed to return the ball twice in a row. The winner of the competition was the first player to earn 15 points. Scores of the players were continuously displayed on the monitor directly above the game. The children played the game in this manner three times. Blood pressures were measured every 90 seconds throughout each of the three rounds.
Experiment 2. The children were instructed that they would play three games that were presented to them in counterbalanced order. One game entailed tracing the outline of a star with an electric stylus. The task was frustrating because the children were not permitted to look directly at their hand or the star, rather they looked at a mirror image of their hand and the star. Furthermore, when their stylus went off the star, a loud buzzer sounded and signalled an error. The children traced the star for three minutes. Blood pressure was measured at 30, 90, and 150 seconds of the three-minute period. Previous research (11) has shown that this task elicits A/B differences in behavioral indices of frustration and impatience.
Another game entailed serial subtraction from a given number by threes, fours, and twos in three trials of 60 sec duration. The children were instructed to subtract the figures in their head as quickly and accurately as possible. Blood pressure was measured halfway through each 1-min trial. This game was included in the test battery because serial subtraction has elicited strong cardiovascular responses in previous studies (21); it is difficult and A/B differences have emerged in adult studies during difficult tasks (22) ; and it involves minimal environmental input (23) , in contrast to other tasks in this experiment.
The final game required the children to press a response key as quickly as possible after they saw the word "draw" flash on the monitor. If they pressed the key too slowly, i.e., more than 400 msec after the start signal, they were "shot" by the computer bandit. If they pressed the key before the start signal, they were automatically "shot." The children had 30 trials of this game; the intertrial interval ranged from 10 to 15 sec and averaged 12.5 sec Scores of the children and the computer bandit were continuously displayed on the monitor. Blood pressures was measured at 30,120, and 210 sec into the game. This task was included because tasks that require Type As to wait for a ready signal appear to elicit impatience (4, 24) .
At the conclusion of the experimental procedures of both studies, the children were asked about their impressions of the experiment. Then they were fully debriefed and thanked for their participation.
Methods of Analysis
Mean baseline values were computed for each subject across the final three minutes of the baseline interval for systolic and diastolic blood pressure (i.e., the mean of two readings), and across the final two minutes for heart rate and pulse transit time. Task values for blood pressure were averaged separately for each trial within each task, whereas task values for heart rate and pulse transit time were averaged across one minute within each trial before subsequent averaging across trials. Change scores were then computed by subtracting appropriate baseline values from each of the mean measurements.
Parallel analyses of the change scores were carried out based on Type A-Type B evaluations resulting from the two assessment techniques. The principal method of analysis for the ASI subject assignment was a 2 x 2 x 3(TypeA-B x Task 1, Task 2 x Trials) repeated measures analyses of covariance with the baseline value as the covariate for Experiment 1 and a comparable 2 X 3 X 3 (Type A -B x Mental Arithmetic-Star Tracing-Reaction Time x Trials) repeated measures analyses of variance for Experiment 2. For the MYTH subject assignment, the covariance analysis was a 3 x 2 x 3 (MYTH group x Task 1, Task 2 x Trials) for Experiment 1 and a 3 x 3 x 3 (MYTH group x Mental Arithmetic-Star Tracing-Reaction Time x Trials) for Experiment 2. Analyses of covariance were used to analyze the data of both experiments because even nonsignificant baseline differences between subject groups can obscure or contribute to what appear to be reliable change score differences (25) . For those interactions that were significant, tests for simple effects were accomplished by the method of Winer (26) . Secondary analyses of change scores were accomplished by partial correlation of change scores and contin-uous ASI or MYTH ratings, controlling for the appropriate mean baseline measure. 3 
RESULTS
These data indicate a statistically reliable but moderate association between the two measures -a result remarkably similar to findings reported for adult Type A measures (3).
Concordance between Type A Assessment Techniques
In Experiment 1, 4 children were classified as Al, 9 children as A2, 8 children as X, and 12 children as B by the ASI. The MYTH Type A scores ranged from 28 to 72 and averaged 52. In Experiment 2, 4 children were classified as Al, 9 children as A2, 6 children as X, and 11 children as B by the ASI. The MYTH Type A scores ranged from 26 to 72 and averaged 53. The associations between assessment by ASI and MYTH are presented in Table 1 . Evaluation by chi-square analysis shows a significant relationship between ASI and trichotomized MYTH assessment of the subjects from both experiments, X The appropriate analyses were repeated, controlling for the children's body mass and revealed the same significant effects reported above. Table 2 presents the mean baseline and task-induced changes in heart rate, blood pressure, and pulse transit time during Experiments 1 and 2 for all subjects independent of Type. A series of repeated measures analyses of variance, with baseline and task level as the trial factor and no between-group factors conducted for each task separately, showed that as intended, all tasks elicited significant increases in heart rate and blood pressure relative to baseline values, all Fs > 22, ps < 0.001. However, the size of those increases varied according to the parameters of the task in both experiments. This latter statement was confirmed by the Type by Task by Trial repeated measures analyses of covariance with either the ASI or MYTH categorization for Type, which showed significant main effects for task for both experiments, Fs > 10.8, ps < 0.001. Internal contrasts further revealed that Experiment 1, Task 1, during which children competed against themselves and which occurred first, elic- ited greater increases in diastolic blood pressure and heart rate, ps < 0.02, than did the task presented second, during which children competed against the computer and the opportunity for winning or losing the competition was made salient. Of the three tasks presented in counterbalanced order in Experiment 2, the mental arithmetic task elicited the greatest increase in systolic blood pressure, ps < 0.05, and heart rate, ps < 0.01. On the other hand, the diastolic pressure response during this task was comparable to that during the star tracing task, p > 0.80, which also elicited a systolic pressure response that exceeded that of the reaction time task, p < 0.05. Finally, the reaction time task elicited a greater heart rate elevation than did the star tracing task, p < 0.01. In contrast to measures of heart rate and blood pressure response to task demands, the measures of pulse transit time did not decrease in response to any of the task characteristics, ps > 0.35. Neither were the pulse transit time measures related significantly to heart rate and blood pressure changes during any of the five tasks, with the exception of a significant association between heart rate and pulse transit time change scores during the mental arithmetic task, r(28) = -0.42, p < 0.05. The pulse transit time index was not responsive to our tasks, perhaps because of low reliability. That is, our computer algorithm yielded valid readings for approximately 60% of the heart beats in Experiment 1 and 80% in Experiment 2. It may also be the case that pulse transit time is not an accurate index of continuous blood pressure changes in children. Analyses of these data are not discussed further. pie t-tests performed on baseline measures showed no significant differences between subject groups in either experiment except for a marginally significant A/B difference in blood pressure in Experiment 2, ps < 0.08. Figure 1 shows the mean changes in physiologic measures during Experiment 1 for Type As and Type Bs. Repeated measures analyses of covariance of these data showed no significant main effects or interactions involving the Type A/Type B variable for blood pressure. In contrast, there was a significant main effect of Type for heart rate, F(l,29) = 8.68, p < 0.01, such that Type As showed greater increases in heart rate than did Type Bs (m = 7.7 versus m = 3.3 beats per minute).
Task-Related Cardiovascular Responses
Influence of Type
Further analyses of these data by partial correlation controlling for baseline values confirmed a positive, albeit marginally significant association, between Type A and heart rate change, particularly during Task 1 (Table 3) . Because the heart rate correlation was marginally significant at the same time that the ANOVA revealed a significant main effect for Type, we inspected the heart rate scattergram. This scattergram showed a nonlinear pattern, with Type Xs tending to have a lower heart rate than Type Bs. Unexpectedly, the blood pressure correlations also revealed significant associations between increases in blood pressure and Type A in Task 2. Thus, it appears that the subcategories of the ASI were valuable in predicting extreme pressor responsivity. In sum, during Experiment 1, the more extreme the Type A behavior, the greater the elevations in heart rate, particularly in Task 1, and in diastolic and systolic blood pressure in Task 2.
In contrast to analyses of Experiment 1 data, analyses of Experiment 2 data showed no significant main effects or interactions involving the ASI Type A/Type B variable from the analyses of covariance and no significant partial correlations between the physiologic change scores and Type A as a continuous variable, controlling for the baseline values of the physiological measures.
MYTH. The mean baseline values for children in the upper, middle, and lower thirds of the distribution of MYTH Type A scores in a sample of fourth-to sixthgrade boys, hereafter called Types A, X, and B, respectively, were 91.6, 97.5, and 98.2 mmHg, respectively, for systolic blood pressure; 58.8, 61.0, and 63.3 mmHg for diastolic blood pressure; and 78.1, 80.0, and 82.3 beats per minute for heart rate in Experiment 1. In Experiment 2 the baseline values for Types A, X, and B were 95.2, 95.6, and 98.9 mmHg, respectively, for systolic blood pressure, 63.5, 64.7; and 65.4 mmHg for diastolic blood pressure; and 73.9, 79.0, and 74.2 beats per minute for heart rate. One-way analyses of variance showed no significant differences among groups, ps > 0.10. Again, these mean baseline values served as a covariate in the 3 x 3 x 3 (Types A, X, B x Tasks x Trials) analyses of covariance of the physiologic change scores. These analyses showed only one significant effect involving MYTH categorization in Experiment 1. This effect was the Type x Task interaction, F(2,31) =4.2, p = 0.02, from the covariance analyses of diastolic blood pressure change scores. The appropriate means are shown in Figure 2 . Tests for simple effects showed that Type As, F(l,ll) = 4.4, p < 0.06, and Type Xs, F(l,7] = 8.1, p < 0.03 decreased in diastolic blood pressure from Task 1 to Task 2, whereas Type Bs remained the same across the two tasks, p > 0.10.
In contrast, analyses of Experiment 2 data showed significant effects involving MYTH categorization for systolic blood pressure and heart rate changes. Analyses of covariance of systolic blood pressure showed a significant main effect for Type, time task elicited a comparable increase in systolic blood pressure from Type As and Type Bs, whereas the first trial of the mental arithmetic and star tracer tasks elicited a greater pressure response from Type As than from Type Xs and Type Bs (Fig. 3) . Although there were no significant main effects or interactions involving Type for diastolic blood pressure change, there was one significant interaction term for heart rate change, Type x Trial F(4,54) = 4.61, p < 0.001. Subsequent tests for simple effects revealed that, as illustrated in Figure  4 , with increasing exposure to the task, Type Xs, F(2,18) = 3.77, p < 0.05, but not Type Bs, p = 0.10, decreased in heart rate reactivity, whereas Type As increased, F(2,18) = 9.02, p < 0.01. Analyses of the physiologic change data by partial correlation, controlling for baseline levels of the measures, did not show a significant association for systolic blood pressure and Type during any of the three tasks. This is not surprising, however, because as Figure 3 shows, the relationship of Type and pressor changes is nonlinear. Unexpectedly, there was also a significant inverse association between heart rate change and Type during the mental arithmetic task only, r(28) = -.45, p < 0.05, such that the more Type A the children, the smaller the increase in heart rate.
In sum, in Experiment 2, Type As showed greater elevations in systolic blood pressure than did Type Xs and Type Bs. The enhanced pressor response of Type As during the mental arithmetic task was accompanied by smaller elevations in heart rate. On the other hand, Type As' heart rate change did increase with increasing exposure to all tasks.
Performance During Tasks
Analyses of the number of misses during Experiment 1, Task 1, scores during Experiment 1, Task 2, number of correct subtractions and errors during mental arithmetic, number of errors during star tracing, and scores during the reaction time task did not show any significant differences according to subject Type, classified by either ASI or MYTH.
During Experiment 1 only, the number of turns of the control paddle when the ball was not in play and the children were waiting was computer-recorded for 31 of the 34 subjects (the computer malfunctioned for 3 subjects). The total number of turns adjusted for the length of time between trials was considered to be an index of impatience, and their analysis indicated a significant interaction of ASI Type x Trials, F(2,56) = 3.84, p = 0.03. The mean total number of turns presented in Table 4 revealed that Type As' impatience was greatest during the first and last trial of each task, F(l,22) = 9.2, p < 0.001, whereas Type Bs' impatience decreased over trials, F(2,34) = 9.2, p < 0.001. Analyses of the data by MYTH categorization yielded no significant main effects or interactions involving Type.
DISCUSSION
The present findings show that ASI Type As exhibit greater elevations in heart rate (particularly during the individual competition of Experiment 1, Task 1) than do Type Bs and that the more extreme the Type A behavior, the greater the elevations in systolic and diastolic blood pressure (particularly while competing with the computer in Experiment 1, Task 2, during which success and failure are salient). Although these results are not also found in Experiment 2, they nonetheless are the first 2 TRIALS Fig. 4 . Mean heart rate changes among MYTH-defined Type A, Type X, and Type B children during each trial of Experiment 2. In contrast to the ASI findings during Experiment 1, diastolic blood pressure in Type A children classified by the MYTH decreases from Task 1 to Task 2, whereas it remained the same in Type Bs across tasks. Of greater interest is the pattern of physiologic responses associated with MYTH Type during the difficult, frustrating, and slow-paced conditions of Experiment 2. It shows in general that Type As exhibit substantial elevations in systolic blood pressure, although during the first third of the reaction time task, Type Xs' systolic pressure is also enhanced. Moreover, with increasing exposure to all tasks, Type As show increasing heart rates, but they also exhibit the lowest heart rate during the difficult mental arithmetic task. Although this last pattern of findings is unexpected, it is not without precedent in ths adult literature (27) . In any case, the present findings do clearly show that MYTH Type A children exhibit an enhanced systolic blood pressure response, which is the most reliable cardiovascular response of the Type A reported in the adult literature (3).
The study findings also provide the first data from a young sample regarding the association of Type A classification based on the ASI and that based on teachers' ratings of children's Type A behavior in the classroom. At least among boys, the extent of their impatience, aggression, and competitiveness exhibited in an ongoing achievement context is related to their behavior and speech stylistics displayed during the interview, which are the preferred basis for assessment of Type A behavior in adulthood. Indeed the size of that relationship is remarkably consistent with that reported in the adult literature (3). Furthermore, the ASI assessment is related to behavioral signs of impatience displayed during Experiment 1. Taken together, these findings suggest that the ASI can be used successfully with children as young as 9 years old and that those Type A behaviors we measured are substantially interrelated in elementary schoolaged children. Stated more generally, they support the meaningfulness of the Type A construct applied to the young.
Although a majority of the boys are classified similarly into Types by the ASI and MYTH, a substantial minority are not. This discrepancy in classification is due in part to differences between the measures in method, i.e., interview versus observer ratings, and in weighting of specific Type A behaviors in the final Type A judgment. This discrepancy led to the different pattern of findings associated with the two instruments. Although these differences are somewhat perplexing, they are also consistent with the findings from the adult psychophysiologic Type A studies which classified subjects by two Type A measures. For example, the Type A Structured Interview, but not the Jenkins Activity Survey or JAS (28), a self-report measure of Type A behavior, has predicted cardiovascular reactivity in some studies (21, 29) , whereas the JAS, not the Structured Inter-view, has predicted reactivity in other, albeit fewer studies (14, 30, 31} . These differences may be due to SI-JAS differences in the mechanisms mediating reactivity (27) or in the environmental conditions that elicit reactivity. Similarly, differences between the present two experiments may be due to ASI-MYTH differences in the mechanisms mediating reactivity or in the environmental conditions that elicit reactivity. Perhaps what is unusual about the present research is not the inconsistency of findings associated with the ASI and MYTH across the two experiments, but that the findings are reported together. Nonetheless, it can be concluded from the present data that like the cardiovascular responses of Type A adults, children's cardiovascular responses can be predicted by elements of the Type A pattern. It cannot be concluded, however, that circumstances specified a priori elicit enhanced cardiovascular responses from children who display Type A behaviors during either the school day or the interview. The same inability to specify the appropriate environmental elicitors from Type As characterizes the adult literature (3) . Future research should identify the dimensions of the environment that elicit enhanced cardiovascular responses from Type As, both adults and children.
The original intent of the Type A psychophysiologic studies was to identify the pathophysiologic mechanisms that serve to link Type A behavior with coronary heart disease. Despite the somewhat inconsistent results in the Type A adult literature, the most viable hypothesis is that Type As are autonomically reactive to environmental conditions that are stressful or challenging to them and that repeated autonomic responses, such as elevations in blood pressure, heart rate, and catecholamines, throughout the course of the working day enhance Type As' risk of cardiovascular pathology (1, 3, 32) . Indeed, data are emerging that indicate physiologic reactivity is a stable individual difference variable that emerges in childhood (32) (33) (34) (35) . Atherosclerosis is also thought to begin in childhood or adolescence (36) . To the extent that physiologic reactivity does enhance coronary risk (37) , the present findings suggest that elements of the Type A pattern may begin to exert their pathogenic influence early in life. Future research is planned on the familial patterns of reactivity and their psychosocial determinants, including the Type A behavior pattern.
SUMMARY
The cardiovascular responses of elementary school-aged boys were assessed in two experiments during tasks designed to be competitive, difficult, frustrating, and slow-paced. The boys' Type A behaviors during a semistructured interview and during the school day in their classrooms were also measured. Findings showed that both Type A measures were related to changes in blood pressure and heart rate during some of the tasks. It is concluded that these findings, albeit somewhat complex, resemble those reported in Type A adult studies. Others have suggested that such cardiovascular responses may be one mechanism by which Type A behavior exerts its pathogenic influence. To the extent that cardiovascular reactivity does enhance coronary risk, the present findings suggest that elements of the Type A pattern may begin to exert their pathogenic influence early in life.
